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Abstract
Introduction Neutropenia recovery may be associated with
deterioration in oxygenation and exacerbation of pre-existing
pulmonary disease. However, risk factors for acute respiratory
distress syndrome (ARDS) during neutropenia recovery in
patients with hematologic malignancies have not been studied.
Methods We studied critically ill patients with hematologic
malignancies with the dual objectives of describing patients with
ARDS during neutropenia recovery and identifying risk factors
for ARDS during neutropenia recovery. A cohort of consecutive
neutropenic patients with hematologic malignancies who were
admitted to the intensive care unit (ICU) was studied. During a
6-year period, 71 patients recovered from neutropenia, of whom
38 (53.5%) developed ARDS during recovery.
Results Compared with non-ARDS patients, patients who
experienced ARDS during neutropenia recovery were more
likely to have pneumonia, be admitted to the ICU for respiratory
failure, and receive mechanical ventilator therapy. The in-ICU
mortality was significantly different between the two groups
(86.8% versus 51.5%, respectively, for patients who developed
ARDS during neutropenia recovery versus those who did not
during neutropenia recovery). In multivariate analysis, only
occurrence of pneumonia during the neutropenic episode was
associated with a marked increase in the risk of ARDS (odds
ratio, 4.76).
Conclusions Patients with hematologic malignancies
complicated by pneumonia during neutropenia are at increased
risk for ARDS during neutropenia recovery.
Introduction
Over the past two decades, the survival of patients with a
hematologic malignancy has substantially improved as a result
of new and intensive chemotherapeutic regimens, which may
be followed by hematopoietic stem cell transplantation
(HSCT) [1]. Unfortunately, the use of aggressive chemothera-
peutic regimens frequently results in life-threatening complica-
tions, requiring transfer to the intensive care unit (ICU) for
monitoring or advanced support [2]. Respiratory failure is the
most common reason for ICU admission in critically ill patients
with hematologic malignancies [3].
Intensive chemotherapeutic treatment results in an increase in
the number of patients with neutropenia. In cancer patients,
neutropenia recovery may be associated with a deterioration in
oxygenation and exacerbation of pre-existing pulmonary dis-
ease [4,5]. However, risk factors for acute respiratory distress
syndrome (ARDS) during neutropenia recovery in a cohort of
patients with hematologic malignancies have not been stud-
ied.
We studied a cohort of critically ill patients with hematologic
malignancies with the dual objectives of describing patients
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with ARDS during neutropenia recovery and identifying risk
factors for ARDS during neutropenia recovery.
Materials and methods
We studied a cohort of consecutive neutropenic patients with
hematologic malignancies who were admitted to the hematol-
ogy ICU of St. Mary's Hospital (Seoul, Korea). In this hospital,
more than 250 HSCTs are performed annually. The hematol-
ogy ICU is equipped for neutropenic precautions and has lam-
inar airflow with high-efficiency particulate air filtration. The
study period was from March 2002 to August 2008. Patients
were identified by medical record review. The institutional
review board of St. Mary's Hospital approved the study. The
requirement for informed consent from the patients studied
was waived by the ethical review board.
Epidemiologic and clinical data were taken from the medical
chart of each patient at ICU admission. Data included: gender;
age; characteristics of the disease, including the type of malig-
nancy, time since diagnosis, prior treatments, and current sta-
tus; and whether ICU admission was for acute respiratory
failure, shock, coma, or acute renal failure. We also noted ther-
apeutic interventions during the stay in the ICU, including
mechanical ventilation (MV), vasopressor treatment, dialysis,
and administration of granulocyte colony-stimulating factor (G-
CSF). MV was started with volume-assisted ventilation (tidal
volume: 6 mL/kg of predicted body weight), then adjusted
according to blood gas analysis by a critical care specialist.
In neutropenic patients and in patients undergoing neutrope-
nia recovery, clinically documented pneumonia was defined as
new pulmonary infiltrates with clinical manifestations that sug-
gested pneumonia such as fever, tachypnea and/or blood gas
deterioration [5]. X-ray and computed tomography scan
images were confirmed by the radiologist to differentiate pneu-
monia from pulmonary edema. Microbiologically documented
pneumonia was defined as an endotracheal aspirate culture
showing more than 103 colony forming units/mL [5,6]. In blood
culture, microbiologically documented pneumonia was
accepted only when there was no other cause of sepsis than
pneumonia. Complete remission was defined as: less than 5%
of blast cells in marrow aspirates in leukemia patients; disap-
pearance of peripheral and deep lymphadenopathy, and other
malignant foci in lymphoma patients; and disappearance of
monoclonal immunoglobulin in blood and urine and less than
5% plasma cells in bone marrow aspirates in myeloma
patients. Neutropenia was defined as a leukocyte count of less
than 1000 cells/mm3. Neutropenia recovery was defined as
the seven-day period centered on the day the neutrophil count
rose above 1000 cells/mm3[5]. ARDS was defined by the
presence of three criteria: 1) partial pressure of oxygen in arte-
rial blood (PaO2)/fractional concentration of inspired oxygen
(FiO2) ratio of 200 mmHg or less; 2) bilateral alveolar or inter-
stitial infiltrates; 3) pulmonary capillary wedge pressure
(PCWP) of 18 mmHg or less, or no clinical evidence of
increased left atrial pressure. For patients with more than one
hospital admission during the study period, only the first
admission was included in the analysis to ensure independ-
ence of the observations.
Statistical analysis
All results are reported as means ± standard error of the mean
(SEM) or frequencies (%). Patient characteristics were com-
pared using the chi-squared test or Fisher's exact test, as
appropriate, for categorical variables, and independent sam-
ples t-tests for continuous variables. Multivariate analysis was
performed to investigate associations between patient charac-
teristics and the occurrence of ARDS during neutropenia
recovery. Odds ratios and their 95% confidence intervals were
computed. Goodness of fit was computed to assess the rele-
vance of the logistic regression model. All tests were two-
sided, and P values of less than 0.05 were considered statis-
tically significant. All statistical analyses were performed using
SPSS software (Chicago, IL, USA).
Results
Among the 836 patients with hematologic malignancies
admitted to our hematology ICU from March 2002 to August
2008, 432 (51.7%) were neutropenic. Of these 432 patients,
47 patients were admitted during HSCT, and 314 patients did
not recover from the neutropenia. A total of 71 patients recov-
ered from neutropenia during their ICU stay and were included
in the study. Of these 71 patients, 38 (53.5%) developed
ARDS during neutropenia recovery (Figure 1).
Patient characteristics
Of the patients, 33 (46.5%) were men and 38 were women,
with a median age of 45.71 years. The diagnosis was acute
myeloid leukemia (AML) in 35 (49.3%) patients, acute lym-
phoblastic leukemia (ALL) in 22 (31%) patients, and lym-
phoma in 8 (11.3%) patients. The median duration of
neutropenia was 22.54 days. During neutropenia, pneumonia
developed in 45 (63.4%) patients. Among them, 17 (37%)
patients had microbiological documentation and 3 (6.7%)
patients had aspiration pneumonia. MV was needed in 53
(74.6%) patients. A total of 50 (70.4%) patients died during
the ICU stay (Table 1). All neutropenic patients received G-
CSF.
Comparison of patients with and without ARDS during 
neutropenia recovery
Table 2 shows the results of the univariate analyses. The in-
ICU mortality was significantly different between the two
groups (86.8% vs. 51.5%, respectively, for ARDS during neu-
tropenia recovery vs. no ARDS during neutropenia recovery;
Figure 2). There were no significant differences between the
two groups in underlying diseases (Figure 3), total duration of
chemotherapy, or duration of neutropenia. Time between neu-
tropenia recovery and onset of ARDS in the ARDS during neu-
tropenia recovery group was -0.95 ± 0.58 days (mean ±Available online http://ccforum.com/content/13/6/R173
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SEM). All patients had respiratory signs one or two days
before neutropenia recovery in the ARDS during neutropenia
recovery group, while 21 (63.6%) patients had no signs in the
ARDS during neutropenia recovery group. Among the patients
who developed ARDS during neutropenia recovery, 32
(84.2%) had pneumonia during neutropenia. Among them, 13
(40.6%) had microbiological documentation. The organisms
involved were Pseudomonas aeruginosa (n = 2), Escherichia
coli (n = 3), Staphylococcus aureus (n = 2), Klebsiella pneu-
moniae (n = 2), Staphylococcus epidermidis (n = 1), Entero-
coccus faecalis (n = 2), and Enterococcus faceum (n = 1).
Patients who experienced ARDS during neutropenia recovery
were more likely to have pneumonia, be admitted to the ICU for
respiratory failure, and receive MV therapy. When the three
variables that were significant in the univariate analysis were
introduced into a logistic regression model, only one was inde-
pendently associated with ARDS (Table 3). Occurrence of
pneumonia during the neutropenic episode was associated
with a marked increase in the risk of ARDS (odds ratio, 4.76).
Discussion
Neutropenia recovery increases the risk of deterioration of oxy-
genation and abnormal lung microvascular permeability [4]. A
few case reports have been published about this relationship
[7,8]. However, the small number of reported cases leaves
room for doubt about the association of neutropenia with
these conditions. Azoulay and colleagues [5] showed that in
62 critically ill cancer patients recovering from neutropenia,
recovery was associated with development of ARDS. How-
ever, the patients were relatively heterogeneous and included
solid cancer patients. In our study, we enrolled only hemato-
logic malignancy patients, and we excluded patients who were
Figure 1
Study subjects Study subjects. ARDS = acute respiratory distress syndrome; ICU = intensive care unit, HSCT = hematopoietic stem cell transplantation.
Table 1
Characteristics of the 71 patients with hematologic 
malignancies who recovered from neutropenia during intensive 
care unit stay
Characteristic No (%) or mean ± SEM
Age, year 45.71 ± 1.50
Male 33 (46.5%)
AML 35 (49.3%)
ALL 22 (31.0%)
Lymphoma 8 (11.3%)
Multiple myeloma 4 (5.6%)
Relapsed malignancy 17 (23.9%)
History of HSCT 13 (18.3%)
Neutropenia duration, days 22.54 ± 1.65
ARDS during neutropenia recovery 38 (53.5%)
Pneumonia during neutropenia 45 (63.4%)
Mechanical ventilation 53 (74.6%)
Renal replacement therapy 21 (29.6%)
In-ICU mortality 50 (70.4%)
AML = acute myeloid leukemia; ALL = acute lymphoblastic leukemia; 
ARDS = acute respiratory distress syndrome; HSCT = 
hematopoietic stem cell transplantation; ICU = intensive care unit; 
SEM = standard error of the mean.Critical Care    Vol 13 No 6    Rhee et al.
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admitted to the ICU during HCST because these patients
show relatively different clinical manifestations and usually
have a poor prognosis [9-11]. Despite these limitations, the
number of patients enrolled in our study (n = 71) was higher
than that of the previous study (n = 62) [5]. Thus, in a single
homogenous cohort, we showed that recovery from neutrope-
nia might be associated with the development of ARDS.
Although there is some debate about the association, five
points support a link between ARDS and neutropenia recov-
ery. i) Among enrolled patients, 38 of 71 (53.5%) patients
experienced ARDS during neutropenia recovery, a proportion
higher than that reported during sepsis and pancreatitis, two
widely recognized risk factors for ARDS [12-14]. ii) Among 43
patients with ARDS, 38 (88.4%) patients developed ARDS
during neutropenia recovery period, while only 5 (11.6%)
patients developed before or after neutropenia recovery (P <
0.001). iii) ARDS during neutropenia recovery has been
reported by other groups [4-8,15,16]. iv) Exacerbation of prior
acute lung disease during neutropenia recovery has been
demonstrated by animal models [17]. v) The condition of bio-
logical plausibility is met, because cancer patients are at risk
for lung injury caused by pulmonary toxicity from chemothera-
peutic agents [18-21] and G-CSF [22] and/or to pneumonia
associated with immunodeficiency [23].
Compared with solid cancer patients, patients with hemato-
logic malignancies have a longer duration of neutropenia
Figure 2
Number of patients who survived or died during intensive care unit stay Number of patients who survived or died during intensive care unit stay. ARDS = acute respiratory distress syndrome; NR = neutropenia recovery.
Figure 3
Number of patients according to underlying disease Number of patients according to underlying disease. ABL = acute biphenotypic leukemia; AML = acute myeloid leukemia; ALL = acute lymphoblas-
tic leukemia; ARDS = acute respiratory distress syndrome; CML = chronic myeloid leukemia; Lymp = lymphoma; MM = multiple myeloma; NR = 
neutropenia recovery.Available online http://ccforum.com/content/13/6/R173
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because the dose of chemotherapeutic agents used in the
treatment of hematologic tumors is much higher than that for
solid cancers, and the function of bone marrow is also
decreased. In addition, the incidence of neutropenia is much
higher due to malignant infiltration of the bone marrow. More-
over, neutrophil function is defective because many neu-
trophils are malignant cells. Therefore, the nature of
neutropenia recovery in patients with hematologic malignan-
cies is very different from that in patients with solid cancers.
We excluded from the study patients who developed neutro-
penia during HSCT. In HSCT, more intense chemotherapy is
Table 2
Comparison of patients with and without ARDS during neutropenia recovery
ARDS during NR No ARDS during NR Odd ratio 95% CI P value
Age 45.99 ± 1.79 45.38 ± 2.51 0.84
Male 20 (52.6%) 13 (39.4%) 1.71 0.66-4.40 0.27
AML 17 (44.7%) 18 (54.5%) 0.68 0.26-1.72 0.41
ALL 12 (31.6%) 10 (30.3%) 1.06 0.39-2.91 0.91
Relapsed maligancy 10 (26.3%) 7 (21.2%) 1.33 0.44-3.99 0.62
Time from diagnosis, days 244 ± 98.7 140 ± 56.8 0.38
Anthracycline treatment 20 (52.6%) 18 (54.5%) 0.93 0.36-2.36 0.87
Cyclophosphamide treatment 9 (23.7%) 5 (15.2%) 1.74 0.52-5.83 0.37
Methotrexate treatment 6 (15.8%) 3 (9.1%) 1.88 0.43-8.12 0.49
Total chemotherapy times 2.79 ± 0.27 2.36 ± 0.25 0.26
Total chemotherapy times ≥3 times 20 (52.6%) 14 (42.4%) 1.51 0.59-3.86 0.39
Previous history of HSCT 8 (21.1%) 5 (15.2%) 1.88 0.43-8.18 0.52
Time between chemotherapy and onset of neutropenia 3.45 ± 0.69 2.18 ± 0.65 0.19
Time between chemotherapy and onset of neutropenia >10 
days
3 (7.9%) 1 (3.0%) 2.74 0.27-27.73 0.62
Neutropenia duration, days 22.4 ± 2.3 22.7 ± 2.4 0.94
Neutropenia duration >10 days 34 (89.5%) 26 (78.8%) 2.29 0.61-8.66 0.22
Platelet transfusion during neutropenia 38 (100%) 32 (97%) 0.47
Plasma transfusion during neutropenia 33 (86.8%) 26 (78.8%) 1.78 0.51-6.25 0.37
Pneumonia during neutropenia 32 (84.2%) 13 (39.4%) 8.21 2.68-25.07 < 0.001
RRT during neutropenia 13 (34.2%) 8 (24.2%) 1.63 0.57-4.60 0.36
ICU admission for respiratory failure 25 (65.8%) 10 (30.3%) 4.42 1.63-12.03 0.003
Mechanical ventilator therapy 34 (89.5%) 19 (57.6%) 6.26 1.80-21.75 0.002
In-ICU mortality 33 (86.8%) 17 (51.5%) < 0.001
AML = acute myeloid leukemia; ALL = acute lymphoblastic leukemia; ARDS = acute respiratory distress syndrome; CI = confidence interval; 
HSCT = hematopoietic stem cell transplantation; ICU = intensive care unit; NR = neutropenia recovery; RRT = renal replacement therapy.
Table 3
Multivariate analysis of patient characteristics
Odds ratio 95% CI P value
Mechanical ventilator 3.68 0.91-14.82 0.067
Pneumonia during neutropenia 4.76 1.41-16.00 0.012
ICU admission for respiratory failure 2.44 0.79-7.57 0.121
ICU = intensive care unit. Goodness of fit (Hosmer-Lemeshow) chi-squared P value = 0.904.Critical Care    Vol 13 No 6    Rhee et al.
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applied than in induction or consolidation chemotherapy, and
total body irradiation is also given, so the duration of neutrope-
nia is much longer and the defect in immunity is more pro-
found. Thus, the clinical aspects are very different from those
of post-chemotherapy neutropenic patients with hematologic
malignancies.
In a single-cohort study, we showed that the occurrence of
pneumonia was a strong risk factor for developing ARDS. This
result is similar to that of the previous study [5], and the odds
ratio is also similar (4.15 vs. 4.76). However, contrary to the
results of that study, a period of more than 10 days between
chemotherapy and the onset of neutropenia, and duration of
neutropenia of more than 10 days were not risk factors in our
study. This difference may arise from the different nature of the
enrolled patients. In the study by Azoulay and colleagues [5],
the numbers of patients with solid cancers and lymphoma
were high, but those numbers were low in our study. Instead,
the numbers of AML and ALL patients were high in our study.
In AML and ALL patients, the period between chemotherapy
and the onset of neutropenia is usually short compared with
that in solid cancer or lymphoma patients. Some of the AML
and ALL patients were already in a neutropenic state at the
start of chemotherapy. AML and ALL patients also had a
longer duration of neutropenia. In the study by Azoulay and
colleagues [5], 12 (19%) of 62 patients had a period of more
than 10 days between chemotherapy and the onset of neutro-
penia. In our study, only 4 (6%) of 71 patients had a period of
more than 10 days. In the study by Azoulay and colleagues [5],
the number of patients with a duration of neutropenia of more
than 10 days was 28 (45%). In our study, the number was 60
(85%).
Relapsed malignancy is associated with poor prognosis in
hematologic malignancy patients. In a study of mortality among
patients admitted to the ICU with hematologic malignancies,
mortality among 22 patients with relapsed malignancies (21
deaths) was significantly higher than among 35 patients at first
presentation (26 deaths) [24]. Crawford and colleagues ana-
lyzed the risk factors for and the outcome of MV support after
bone marrow transplantation in 1089 consecutive bone mar-
row recipients. A multivariate regression model revealed that
hematologic malignancy in relapse was associated with venti-
lator support [25]. However, in our study, there was no signif-
icant difference in relapsed malignancy between patients with
and without ARDS during neutropenia recovery.
Although the pathophysiology of ARDS is controversial, there
is abundant evidence that neutrophil recruitment to and activa-
tion in the lung may play a key role [26]. Lungs damaged by
chemotherapy and infection may be particularly sensitive to
the influx of neutrophils that probably accompany neutropenia
recovery [5,27]. Terashima and colleagues [28] showed that
younger neutrophils released from the bone marrow are pref-
erentially sequestered in pulmonary microvessels and may
contribute to the alveolar wall damage seen in ARDS. Moreo-
ver, the same group reported that pneumonia shortened the
transit time of neutrophils in the marrow, which may result in
the release of immature neutrophils with higher levels of lyso-
somal enzymes into the circulation [29].
During neutropenia recovery, alveolar macrophages remained
the predominant cells in bronchoalveolar lavage (BAL) fluid
[5]. So, alveolar macrophages may be responsible for lung
injury in the context of alveolar neutropenia. Mokart and col-
leagues [30] showed deactivation of alveolar macrophages in
septic neutropenic ARDS. They also showed monocyte deac-
tivation in neutropenic ARDS patients [31]. Although exact
pathogenesis is unknown, deactivation of macrophages dur-
ing neutropenia may be related to development of ARDS.
G-CSF is widely used in hematologic malignancy patients to
reduce the duration of chemotherapy-induced neutropenia. In
these circumstances, G-CSF allows for closer spacing of
chemotherapy courses, thereby substantially improving prog-
nosis [32,33]. Although G-CSF is generally safe and well tol-
erated, there have been several reports of acute respiratory
failure during G-CSF-induced neutropenia recovery [15,34].
G-CSF upregulates the production of cytokines that increase
alveolar permeability and neutrophil influx, such as TNF-α, IL-
1β, and IL-8 [35,36]. In vitro studies have also found
enhanced secretion of proinflammatory cytokines by alveolar
macrophages isolated during neutropenia recovery from rats
that received G-CSF, compared with rats that did not, provid-
ing a possible explanation for the exacerbation of lung injury
during G-CSF-induced recovery from neutropenia [17]. The
authors concluded that neutropenia recovery could worsen
acute lung injury, and this effect could be exacerbated by G-
CSF [17]. Moreover, in a clinical study, Karlin and colleagues
showed that G-CSF-induced neutropenia recovery was asso-
ciated with a risk of deterioration in respiratory status [6].
Because all the patients in our study received G-CSF, this
association would definitely contribute to the development of
ARDS during neutropenia recovery.
Azoulay and colleagues reported 84 cases with probable G-
CSF-related pulmonary toxicity among 1801 patients receiv-
ing G-CSF treatment [15]. In that review, ARDS was prone to
develop in patients who had a history of more than three
courses of chemotherapy. In our study, however, there was no
significant difference in the total number of courses of chemo-
therapy between patients with and without ARDS during neu-
tropenia recovery.
Our study has some limitations. First, this was not a prospec-
tive study. All data were obtained from retrospective review of
medical records. However, in a single cohort whose treatment
was based on the same protocol [37-39], we carefully
inspected all the patients who were admitted to the hemato-
logic ICU and were enrolled in the study. The aim of this studyAvailable online http://ccforum.com/content/13/6/R173
Page 7 of 8
(page number not for citation purposes)
was to identify risk factors for developing ARDS during neutro-
penia, so the setting of our study may not have differed greatly
from that of a prospective observational study.
Second, the number of patients enrolled was small. However,
the number of patients with hematologic malignancies who are
admitted to the ICU is low, and the incidence of ARDS during
neutropenia recovery is even lower. St. Mary's Hospital is one
of the largest HSCT centers in Asia. To the best of our knowl-
edge, the number of patients with this condition enrolled in our
study was the largest of any such study to date, so our data
may be representative of this disease group. Third, our study
showed relatively high mortality compared with a previous
study [5] (86.8% vs. 61.9% in patients with ARDS during neu-
tropenia recovery, and 39% vs. 51.5% in patients without
ARDS during neutropenia recovery, respectively). This may
arise from the different diseases of the enrolled patients. All of
the patients in our study had hematologic malignancies, espe-
cially AML and ALL. Moreover, many patients had factors
associated with poor prognosis, such as chromosomal aberra-
tions or relapsed malignancies, and these factors definitely
contributed to the high mortality rate.
Fourth, the diagnostic criteria of pneumonia may not have
been explicit in our study. However, all the patients who were
classified as having pneumonia had clinical manifestations that
suggested pneumonia. Fever, tachypnea, dyspnea, oxygen
saturation deterioration, and elevated C-reactive protein level
were observed in all patients. X-ray findings and CT scan
images were confirmed by the radiologist to differentiate pneu-
monia from other diseases. Bronchoscopy was not performed
because of the poor clinical condition of the patients, risk of
hypoxemia, and potential for opportunistic infection. However,
cultures of endotracheal aspirates and blood were performed
in almost all patients and resulted in 37% of microbiological
documentation. In spite of the lack of BAL, this result was com-
parable with a previous study with BAL (17/45 vs. 13/29) [5].
These data suggest that most patients who were classified as
pneumonia in this study actually were pneumonia patients.
Conclusions
In the present study, we found that the main risk factor for
ARDS during neutropenia recovery in hematologic malignancy
patients was the occurrence of pneumonia. In patients with
hematologic malignancies who have pneumonia during neu-
tropenia, close monitoring of respiratory status during neutro-
penia recovery is very important. When pulmonary infiltrate is
noted and respiratory symptoms exist before neutropenia
recovery, early respiratory care should be offered. Further
study is needed of patients with hematologic malignancies
who have ARDS during neutropenia.
Competing interests
The authors declare that they have no competing interests.
Authors' contributions
CKR, JYK, YHK, JWK, HKY and SCK collected and analyzed
the data. CKR, SSK, YKK, KHK, HSM, SHP, and JSS
reviewed the study. HJK, and SL coordinated the study.
References
1. Benoit DD, Vandewoude KH, Decruyenaere JM, Hoste EA, Colar-
dyn FA: Outcome and early prognostic indicators in patients
with a hematologic malignancy admitted to the intensive care
unit for a life-threatening complication.  Crit Care Med 2003,
31:104-112.
2. Sculier JP, Markiewicz E: Medical cancer patients and intensive
care.  Anticancer Res 1991, 11:2171-2174.
3. Azoulay E, Recher C, Alberti C, Soufir L, Leleu G, Le Gall JR, Fer-
mand JP, Schlemmer B: Changing use of intensive care for
hematological patients: the example of multiple myeloma.
Intensive Care Med 1999, 25:1395-1401.
4. Rinaldo JE, Borovetz H: Deterioration of oxygenation and abnor-
mal lung microvascular permeability during resolution of leu-
kopenia in patients with diffuse lung injury.  Am Rev Respir Dis
1985, 131:579-583.
5. Azoulay E, Darmon M, Delclaux C, Fieux F, Bornstain C, Moreau D,
Attalah H, Le Gall JR, Schlemmer B: Deterioration of previous
acute lung injury during neutropenia recovery.  Crit Care Med
2002, 30:781-786.
6. Karlin L, Darmon M, Thiery G, Ciroldi M, de Miranda S, Lefebvre A,
Schlemmer B, Azoulay E: Respiratory status deterioration dur-
ing G-CSF-induced neutropenia recovery.  Bone Marrow Trans-
plant 2005, 36:245-250.
7. Demuynck H, Zachee P, Verhoef GE, Schetz M, Berghe G Van
den, Lauwers P, Boogaerts MA: Risks of rhG-CSF treatment in
drug-induced agranulocytosis.  Ann Hematol 1995,
70:143-147.
8. Todeschini G, Murari C, Bonesi R, Pizzolo G, Verlato G, Tecchio
C, Meneghini V, Franchini M, Giuffrida C, Perona G, Bellavite P:
Invasive aspergillosis in neutropenic patients: rapid neutrophil
recovery is a risk factor for severe pulmonary complications.
Eur J Clin Invest 1999, 29:453-457.
9. Kress JP, Christenson J, Pohlman AS, Linkin DR, Hall JB: Out-
comes of critically ill cancer patients in a university hospital
setting.  Am J Respir Crit Care Med 1999, 160:1957-1961.
10. Groeger JS, Lemeshow S, Price K, Nierman DM, White P Jr, Klar
J, Granovsky S, Horak D, Kish SK: Multicenter outcome study of
cancer patients admitted to the intensive care unit: a probabil-
ity of mortality model.  J Clin Oncol 1998, 16:761-770.
11. Rubenfeld GD, Crawford SW: Withdrawing life support from
mechanically ventilated recipients of bone marrow trans-
plants: a case for evidence-based guidelines.  Ann Intern Med
1996, 125:625-633.
12. Martin MA, Silverman HJ: Gram-negative sepsis and the adult
respiratory distress syndrome.  Clin Infect Dis 1992,
14:1213-1228.
13. Milani Junior R, Pereira PM, Dolhnikoff M, Saldiva PH, Martins MA:
Respiratory mechanics and lung morphometry in severe pan-
Key messages
•  Patients with hematologic malignancies who experi-
enced ARDS during neutropenia recovery were more 
likely to have pneumonia, be admitted to the ICU for res-
piratory failure, and receive mechanical ventilator ther-
apy.
￿  Patients with hematologic malignancies who experi-
enced ARDS during neutropenia recovery showed 
higher mortality than those who did not during neutro-
penia recovery.
￿  Patients with hematologic malignancies complicated by 
pneumonia during neutropenia are at increased risk for 
ARDS during neutropenia recovery.Critical Care    Vol 13 No 6    Rhee et al.
Page 8 of 8
(page number not for citation purposes)
creatitis-associated acute lung injury in rats.  Crit Care Med
1995, 23:1882-1889.
14. Imrie CW, Ferguson JC, Murphy D, Blumgart LH: Arterial hypoxia
in acute pancreatitis.  Br J Surg 1977, 64:185-188.
15. Azoulay E, Attalah H, Harf A, Schlemmer B, Delclaux C: Granulo-
cyte colony-stimulating factor or neutrophil-induced pulmo-
nary toxicity: myth or reality? Systematic review of clinical case
reports and experimental data.  Chest 2001, 120:1695-1701.
16. Okubo Y, Nakazawa K: [Recombinant G-CSF and the interstitial
pneumonia during MACOP-B therapy in two cases of non-
Hodgkin's lymphoma].  Rinsho Ketsueki 1993, 34:473-477.
17. Azoulay E, Attalah H, Yang K, Herigault S, Jouault H, Brun-Buisson
C, Brochard L, Harf A, Schlemmer B, Delclaux C: Exacerbation
with granulocyte colony-stimulating factor of prior acute lung
injury during neutropenia recovery in rats.  Crit Care Med 2003,
31:157-165.
18. Bhalla KS, Wilczynski SW, Abushamaa AM, Petros WP, McDon-
ald CS, Loftis JS, Chao NJ, Vredenburgh JJ, Folz RJ: Pulmonary
toxicity of induction chemotherapy prior to standard or high-
dose chemotherapy with autologous hematopoietic support.
Am J Respir Crit Care Med 2000, 161:17-25.
19. deMagalhaes-Silverman M, Bloom EJ, Donnenberg A, Lister J, Pin-
cus S, Rybka WB, Ball ED: Toxicity of busulfan and cyclophos-
phamide (BU/CY2) in patients with hematologic
malignancies.  Bone Marrow Transplant 1996, 17:329-333.
20. White DA, Stover DE: Severe bleomycin-induced pneumonitis.
Clinical features and response to corticosteroids.  Chest 1984,
86:723-728.
21. Akoun GM, Mayaud CM, Touboul JL, Denis MF, Milleron BJ, Perrot
JY: Use of bronchoalveolar lavage in the evaluation of meth-
otrexate lung disease.  Thorax 1987, 42:652-655.
22. Niitsu N, Iki S, Muroi K, Motomura S, Murakami M, Takeyama H,
Ohsaka A, Urabe A: Interstitial pneumonia in patients receiving
granulocyte colony-stimulating factor during chemotherapy:
survey in Japan 1991-96.  Br J Cancer 1997, 76:1661-1666.
23. Williams DM, Krick JA, Remington JS: Pulmonary infection in the
compromised host: part I.  Am Rev Respir Dis 1976,
114:359-394.
24. Lloyd-Thomas AR, Wright I, Lister TA, Hinds CJ: Prognosis of
patients receiving intensive care for lifethreatening medical
complications of haematological malignancy.  Br Med J (Clin
Res Ed) 1988, 296:1025-1029.
25. Crawford SW, Schwartz DA, Petersen FB, Clark JG: Mechanical
ventilation after marrow transplantation. Risk factors and clin-
ical outcome.  Am Rev Respir Dis 1988, 137:682-687.
26. Tate RM, Repine JE: Neutrophils and the adult respiratory dis-
tress syndrome.  Am Rev Respir Dis 1983, 128:552-559.
27. Wang JM, Chen ZG, Colella S, Bonilla MA, Welte K, Bordignon C,
Mantovani A: Chemotactic activity of recombinant human gran-
ulocyte colony-stimulating factor.  Blood 1988, 72:1456-1460.
28. Terashima T, Klut ME, English D, Hards J, Hogg JC, van Eeden SF:
Cigarette smoking causes sequestration of polymorphonu-
clear leukocytes released from the bone marrow in lung
microvessels.  Am J Respir Cell Mol Biol 1999, 20:171-177.
29. Terashima T, Wiggs B, English D, Hogg JC, van Eeden SF: Poly-
morphonuclear leukocyte transit times in bone marrow during
streptococcal pneumonia.  Am J Physiol 1996, 271:L587-592.
30. Mokart D, Guery BP, Bouabdallah R, Martin C, Blache JL, Arnoulet
C, Mege JL: Deactivation of alveolar macrophages in septic
neutropenic ARDS.  Chest 2003, 124:644-652.
31. Mokart D, Kipnis E, Guerre-Berthelot P, Vey N, Capo C, Sannini A,
Brun JP, Blache JL, Mege JL, Blaise D, Guery BP: Monocyte deac-
tivation in neutropenic acute respiratory distress syndrome
patients treated with granulocyte colony-stimulating factor.
Crit Care 2008, 12:R17.
32. Pfreundschuh M, Trumper L, Kloess M, Schmits R, Feller AC,
Rudolph C, Reiser M, Hossfeld DK, Metzner B, Hasenclever D,
Schmitz N, Glass B, Rube C, Loeffler M: Two-weekly or 3-weekly
CHOP chemotherapy with or without etoposide for the treat-
ment of young patients with good-prognosis (normal LDH)
aggressive lymphomas: results of the NHL-B1 trial of the
DSHNHL.  Blood 2004, 104:626-633.
33. Pfreundschuh M, Trumper L, Kloess M, Schmits R, Feller AC, Rube
C, Rudolph C, Reiser M, Hossfeld DK, Eimermacher H, Hasen-
clever D, Schmitz N, Loeffler M: Two-weekly or 3-weekly CHOP
chemotherapy with or without etoposide for the treatment of
elderly patients with aggressive lymphomas: results of the
NHL-B2 trial of the DSHNHL.  Blood 2004, 104:634-641.
34. Takatsuka H, Takemoto Y, Mori A, Okamoto T, Kanamaru A, Kakis-
hita E: Common features in the onset of ARDS after adminis-
tration of granulocyte colony-stimulating factor.  Chest 2002,
121:1716-1720.
35. Aggarwal A, Baker CS, Evans TW, Haslam PL: G-CSF and IL-8
but not GM-CSF correlate with severity of pulmonary neu-
trophilia in acute respiratory distress syndrome.  Eur Respir J
2000, 15:895-901.
36. Wiedermann FJ, Mayr AJ, Hobisch-Hagen P, Fuchs D, Schobers-
berger W: Association of endogenous G-CSF with anti-inflam-
matory mediators in patients with acute respiratory distress
syndrome.  J Interferon Cytokine Res 2003, 23:729-736.
37. Kim HJ, Min WS, Cho BS, Eom KS, Kim YJ, Min CK, Lee S, Cho
SG, Jin JY, Lee JW, Kim CC: Successful prevention of acute
graft-versus-host disease using low-dose antithymocyte glob-
ulin after mismatched, unrelated, hematopoietic stem cell
transplantation for acute myelogenous leukemia.  Biol Blood
Marrow Transplant 2009, 15:704-717.
38. Lee S, Cho BS, Kim SY, Choi SM, Lee DG, Eom KS, Kim YJ, Kim
HJ, Min CK, Cho SG, Kim DW, Lee JW, Min WS, Shin WS, Kim
CC:  Allogeneic stem cell transplantation in first complete
remission enhances graft-versus-leukemia effect in adults
with acute lymphoblastic leukemia: antileukemic activity of
chronic graft-versus-host disease.  Biol Blood Marrow Trans-
plant 2007, 13:1083-1094.
39. Shim BY, Lee MA, Byun JH, Roh SY, Song CW, Park JN, Lee JW,
Min WS, Hong YS, Kim CC: High dose chemotherapy and
autologous stem cell transplantation for poor risk and recur-
rent non-Hodgkin's lymphoma: a single-center experience of
50 patients.  Korean J Intern Med 2004, 19:114-120.